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ABSTRACT
T - Group therapy is most effective when members step
‘back and process the interaction among group members. This
understanding of the group process is often referred to as
self-monitoring or metacognition because it refers to a different
-:‘level of thinking. All groups of people may not have equal
- metacognitive ability. This study examined the metacognitive ability
. ' of depressed persons. Subjects included nine individuals with a
diagnosis of major depression in the experimental group and nine
- non-depressed individuals in the control group. Each subject watched
< a videotaped simulation of group therapy and commented on it. Each
- videotape consisted of four practice vignettes, an introduction to
‘each of the group members, and 10 vignettes of interactions similar
. to.those that occur in actual group therapy. One-half of the
.. vignettes involved the subject as if he or she were. a group member
-~ and the other half did not. A subject's memory of the vignettes was
© also tested. Results indicated that depressives were less capable
«- than non-depressives of processing group interactions, despite
~..comparable memc y for content of the interactions. These results
- suggest that some subjects were unable to reflect on the interaction
- and that metacognitive and cognitive abilities are separate sets of
/ skills. These results call into question the effectiveness of group
¢ ~therapy with depressives. (References are included.) (ABL)
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Group Therapy Processing as a Function of Depression

According to authorities in the field, group therapy ismost effectiv-e
when it does more than just provide interaction among grup memberss.
That is, when the members step back and "process" that interaction, th ey
seem to get more out of the group.

Understanding the so-called "content" of group interation require=s
the cognitive abilities of. thinking and knowing. But undestanding the
"process” of the group may require another level of ability, such as beinzgz
able to think about what one is thinking and know what oneis feeling. ~This
perspective is necessary in order to make comments such s, "During t_he
group I was mad because I thought someone was trying to pull one over— on
me." It is not just getting mad, nor just thinking someone was trying to
"pull one over on you ," but rather recognizing that is what you felt and

what you thought.
| This type of skill is often referred to as self-monitoring, Or, in a
broader sense, because it requires a different, "meta" level of thinking, = is
called "metacognition.” It is sometimes asked whether metacognitive
ability is not jusﬁ another aspect of cognitive ability. The ansver to this
appears to be "no." There are differences on both a theoretiwl and on a
praétical level. The theoretical differences are summed up by Flavell (19+79)
when ke said, "cognitive strategies are invoked to make cogitive progre=ss,
metacognitive strategies to monitor it." Also, it has been shown in our
laboratory and others that cognitive abilities are not necessarly correlate=d
with metacognitive abilities (Cavanaugh & Permutter, 1982, Gross, 1985z
Slife et al, 1985) suggesti:ig that they are not one and the same,
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Metacognitive and self-monitomring skills seem to vary among groups of

people. Snyder (1974)found that aI heterogenous group he called
"psychiatric ward patients" were “wmanable or unwilling to monitor"
themselves. Related findings (Rabasaim et al., 1980) with a more specific
group showed that depressed indivio-duals tend to be less able to monitor
their own expressive behavior than - are non-depressed individuals. Roth
and Rehm (1980) showed that depree=ssed patients were less accurate than
normal controls in estimating how nomuch negative and positive feedback
they received. Slife, Marcoux, and WAlahos (1985) have found that depressed
individuals had less "metaknowledgaze" of their cognitive performances in
problem solving than normal contromols.

From the above findings it appes=ars that metacognitive ability is not
equal in all populations, Most of the== above work suggests that depressed
individuals generally have a harder — time than non-depressed individuals
in monitoring themselves. This is irmnteresting because it may be this same
monitoring abilitjf that is necessary - in group therapy processing.
Depression is among the most comgirmon symptoms of persons seeking
mental health services, and thus ig v well-represented in group therapy

populations. HQWever, if depressiop & is associated with a deficit in

therapy may be exactly those who arexe least able to make it work best. Group
therapy may be less than optimally e=ffective.

A deficit in processing ability, hemowever, may lead to more than Jjust
less effective group therapy. The abllIthy to "process,” that is, the ability to
step back and reflect on what is goingeg on in an mterpersonal situation,

. would be 1mportant in optimal social d ﬁmctmmng If one were lacking in
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this skill, everyday interactions might not be always appropriate or

functional becuuse one might not "read" the interpersonal environment
very well. This suggests that treatment of depressed individuals might
want to address those patients’ ability to process.

These two points, that group therapy might be more effective, and that
metacognitive skill might be important in everyday social functioning,
suggest that metacognitive is desirable. However, the effects of a deficit in
metacognitive ability on group therapy per se have never been studied. This
study proposes to address that very issue, Specifically, these authors
propose to study the effects of depression on the ability to process group
interactions.

As this particular test had never been done before, it was necessary to
develop an instrument with which processing ability could be measured.
Most assessment devices measure cognitive abilities, confound cognitive
abilities with metacognitive abilities, or do not lend themselves to the
context of the group. This study, then, also was conducted to test the
procedure that was developed to measure group processing ability. The
specific hypothesis put forth is that depressives are less capable than non-

depressives of processing group interactions.

Method
Nine individuals with a diagnosis of major depression served as the
experimental group and nine matched non-depressed individuals served as
the control. All of the depressed subjects scored 25 or higher on the Beck

Depression Inventory (Beck et al.,1965), and the normals scored 3 or lower.
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Freucte rea 14 DS interviews (Endicott & Spitzer, 1978) were given to

=eoty, o 2 rersarch diagnostic criteria were applied. The subjects
making vy the sxperimental group were all inpatients at a general
peyichiatric fagility. The controls were students and clerical staff from

Bayler Uinssersity.

was &sked to comment on it. Each videotape consisted of four practice
vignettes, an introduction to each of the group members, and 10 vignettes
on which subjects were to make process comments. The simulations are
60-90 second vignettes of interactions similar to those that occur in actual
group therapy. An example of such an interaction involves one member of

the group that m@n@pélizes the group's attention. Half of the vignettes

- The involvement was accomplished by posing a question to the camera, as if

the subject were present in the group.

was asked about each vignette, and tested only general knowledge about

who acted in a particular way or who said what repeatediy.

’E‘éch subject was administered the procedure individually in a quiet
room. Diagnosis and interviews were conducted by persons other than the
expeﬁménters so that the experimenters, as well as the subjects, were
"blind" as to their experimental condition. The four practice vignettes were
‘used -to make sure the subjects understood what was meant by "process

‘comments," so they knew what was expected of them.
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Subjects were then shown the 10 vignettes. After each one, the tape
was stopped and they were given a "process check" (Yalom, 1975), by being
asked "What's going on in the group?” At the end of all the vignettes and

comments the memory task was administered.

All tape recordings of subject comments were rated for level of
processing by two judges who were "blind" to the subjects' conditions. The
judges used a five point Lilzert scale to rate the coraments at a .80 (or
higher) level of reliability, using C‘ohen‘s (1860) Kappa. The criteria that

determines the ratings included the extent to which the comments a)

the interaction and, c) focused on the relationships involved in the
interaction. These scores were combined to form a total score. The
comments were also rated in a similar manner as to proximity to an
"expert view" of the process. This rating was separate so that the quality,
or the style, of the response céuld be distinguished from the accuracy of the
confent.

The two dependent measures were the "quality" of the comments and
the "accuracy” of the comments. The independent variables were diagnosis
(major depression, non-depressed) and tyme of vignette (involvement, non-
in#olvemegt). A covariate was the memory task score. A 2x2 multivariate
analysis of covariance was performed.

There was a significant main effect for diagnosis. That is, as

predicted, the ratings of the major depressed group's comments were



Group Therapy Processing

7
significantly lower for both quality and accuracy than the nion-depressed

Discussion

The results support the hypothesis that depressives are less capable
than non-depressives of processing group interactions. This was despite
comparable memory for the content of the interactions. So it does not mean
the subjects did not retain or comprehend what had happened, rather it
suggests that they were unable to step back and reflect on that interaction.
This supports previous research indicating that metacognitive and
cognitive abilities are separate sets of skills. These results also question
whether therapies that rely upon processing, such as group therapy, can be
effectively conducted with major depressives.

There are limitations to this study, however, and many of these are
currently being addressed in a more extensive follow-up study. Two factors
that were not controlled could be confounding the results. First, verbal
ability may }tave affected the comments. Depressives may have been less
able to express what they saw going on even if they understood it. Second,
the realism of the simulations may have differed between the two groups of
subjects.k~ The depressed group was more likely to have experienced actual
group therapy, and so prehaps would have felt less involved if the vignettes
were not close to what actually happens. Finally, there was a limited
sample size involved, and low methodological power. The current study
addresses these factors by increasing the sample size, and using measures

of verbal ability and of realism.
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